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Introduction
Since the beginning of this millennium, elderly people
(≥ 60 years old) have increased significantly as a percentage
of the worldwide population (World Health Organization,
2006). This increasing trend is likely to continue globally as
well as in Jordan. Jordan, a part of the Arab community of
nations, recorded a 5.2% increase in its elderly population
in 2011, with this upward trend expected to continue (The
High Health Council, The Hashemite Kingdom of Jordan,
2015). Concomitant with this increase are age-related co-
morbidities, of which depression, in particular, is recognized
as having a significant impact on quality of life (QoL; Scocco
& Nassuato, 2017; Snowdon, 2010).
Depression is widespread among the older adults and par-
ticularly prevalent among those who live in nursing homes
(NHs; Snowdon, 2010). Studies ofNH residents in the devel-
oped world report that the prevalence of depression and
subsyndromal depression symptoms is, respectively, 1%–
4% and 10%–15% (Blazer, 2003). Reports from Islamic
nations have estimated the overall depression rate to be
23.5% in Iran (Majdi, Ghayour Mobarhan, Salek, Taghi,
& Mokhber, 2011), 33.5% in Indonesia (Djernes, 2006),
and 37.5% in Egypt (Ahmed, El Shair, Taher,&Zyada, 2014).
Although depression is highly prevalent among NH resi-
dents, it is underdiagnosed. Bagley and colleagues found that
only 15%–27% of NH residents with depression were
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ABSTRACT
Background:As a third-world country experiencing a rise in the
elderly population and changes to traditional family structures,
improving psychological health is critical to improving quality
of life (QoL) in the older adults living in residential care facilities
in Jordan.
Purpose: This study aimed to (a) estimate the prevalence of de-
pression among nursing home (NH) residents in Jordan; (b)
measure perceived QoL in these NH residents in the dimen-
sions of mobility, self-care, usual activity, pain and discomfort,
and anxiety/depression; and (c) assess the influence of depres-
sion on each of these QoL dimensions.
Methods: This cross-sectional study recruited a convenience
sample of 155 participants living in a residential care facility in
Jordan. The instruments used included a sociodemographic
and clinical questionnaire, the Mini-Mental State Examina-
tion, a Geriatric Depression Scale (GDS), and the EuroQol,
which is a five-dimension, five-level questionnaire. The data
were presented as means, standard deviations, and percent-
ages as well as adjusted odds ratios (AORs) with 95% confi-
dence intervals (CIs).
Results: A high prevalence of depression was found in the
study population, with 72.3% having a score between 6 and 9
on the GDS, which is suggestive of depression. Moreover,
18.1% scored ≥ 10 on the GDS, which is indicative of a nearly
continual state of depression. With regard to the QoL dimen-
sions, 84.5% of the participants reported experiencing pain,
81.9% reported anxiety/depression, 80.6% reported problems
performing usual activities, 75.5% reported problems with
self-care, and 63.2% reportedmobility difficulties. Pain, anxiety,
and depression were found to be significantly associated with
level of depression (AOR = 2.78 and 95% CI [1.18, 6.57],
AOR = 5.81 and 95% CI [2.14, 15.78], and AOR = 4.75 and
95% CI [1.87, 12.07], respectively).
Conclusions: Depression is common among NH residents in
Jordan and is associated significantly with poor QoL. This study
yielded empirical data thatmay be used to develop strategies to
enhance or promote the mental health status and QoL of NH
residents in Jordan.
KEY WORDS:
depression, geriatrics, nursing homes, quality of life.
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diagnosed as depressed, with the rate of diagnosis varying ac-
cording to the definition of depression that was used (Bagley et al.,
2000). Reflecting this problem, one study inNorth America found
that only around 25% of NH residents with depression had been
properly diagnosed and treated (Cohen,Hyland,&Kimhy, 2003).
Recent studies have reported that depression lowersQoL inNH
residents (Ahmed et al., 2014;Majdi et al., 2011; Snowdon, 2010).
Furthermore, it has been found that NH residents with depres-
sion face increased risks of both morbidity and mortality,
which in turn reduces their QoL (Jongenelis et al., 2004).
When QoL is considered in healthcare settings, it is often
referred to as a person's well-being influenced over time by a
disease or a disability, related to an individual's contextual
expectations (Doumit & Nasser, 2010; Kane, 2003). Of
note, the expectations of an individual are subject to change
over time based on factors including health and functional
status, family and social support, and environment. The di-
mensions of QoL, which are derived from the definition of
health that was adopted by the International Consensus
Conference, include complete physical, social, and psycho-
logical well-being; global life satisfaction; and self-perceived
health condition (Lenox-Smith et al., 2013). Not surpris-
ingly, physical health is the most visible health dimension
(Anand, 2015). These constructs are vital in assessing the im-
pact on QoL of a specific disease and its treatment and are
thus considered primary indicators in relation to health out-
comes. Furthermore, it has been reported that depression,
psychiatric problems, and cognitive impairment are the fac-
tors that are most significantly associated with reduced
QoL (Ahmed et al., 2014).
In Jordan, over two thirds of the elderly population are
between 60 and 69 years old, with the remainder (≥ 70 years
old) constituting about 27%of this population. Interestingly,
the number of elderly men outnumber elderly women in all
age subgroups (66.7% male to 33.3% female overall; Al-
Qudah, 2011). The percentage of dependent older adults in
Jordan is increasing because of the significant rise in the pro-
portion of noncommunicable diseases including hyperten-
sion, diabetes, cancer, and heart and vascular diseases (The
High Health Council, The Hashemite Kingdom of Jordan,
2015), which are currently the main cause of morbidity
and disability in Jordan (The High Health Council, The
Hashemite Kingdom of Jordan, 2015).
The dissolution of the traditional extended family system
and the trend toward urbanization have reduced the level of
care and support that is traditionally provided by close rela-
tives to older and disabled family members. Close relatives
are now qualified to admit the older adult to elderly care facil-
ities.Moreover, nonelderly individuals facing acute economic,
social, or health needs are also eligible for admission to elderly
care facilities in Jordan (Al-Qudah, 2011).
No clear legislation or policies underpin the services pro-
vided by elderly care facilities in Jordan (Al-Qudah, 2011).
However, some of these facilities provide modest recreation
and social services such as watching TV, outdoor exercise
in facility yards, and some social gathering activities (The
High Health Council, The Hashemite Kingdom of Jordan,
2015). Although some facilities provide offsite recreational
and shopping trips, these programs are limited and depend
on the facility's administration.
With respect to health issues, all facilities maintain a clinic
that is supervised by an internist and nurses who review and
follow the physical conditions of residents. However, no
mental health counseling services are provided in these facil-
ities in Jordan (Al-Qudah, 2011). The shortage of these ser-
vices may indicate that the physical and psychological
dimensions of life quality in these residents are overlooked.
Although theQoL ofNH residents has been an increasing fo-
cus of public health research (Snowdon, 2010), few studies
have focused on Arab populations (Khader, 2011). Only two
studies in Jordan have focused on NH residents (Almomani,
McDowd, Bani-Issa, & Almomani, 2014; Khader, 2011).
The first of these studies assessed the association between
the QoL and the respective sociodemographic variables of
age, gender, level of education, marital status, and duration
of stay inNHs,with findings showing that subjects perceived
their QoL as average and that both age and duration of stay
associated negatively with QoL (Khader, 2011). Although
important empirical data were reported, the study outcomes
did not focus on QoL domains. The second study assessed
the relationships between the physical health, cognitive health,
mental health, andmedical conditions ofNH residents andQoL
(Almomani et al., 2014). Although the overall QoL concept was
reported in Almomani et al. (2014), the prevalence of depression
among NH residents and its influence on the multidimensional
constructs of QoL were not explored (Costanza et al., 2007).
This study examines the prevalence of depression and
measures theQoL dimensions ofmobility, self-care, usual ac-
tivity, pain and discomfort, and anxiety/depression among
NH residents in Jordan. Furthermore, this study examines
the potential influence of depression on these QoL dimen-
sions, taking into consideration sociodemographic factors.
Data from this study may be used to inform the development
of evidence-based interventions to improve the health status
of NH residents and prevent health complications as well as
to provide scientific evidence to guide Jordanian health pol-
icy makers to allocate resources to better address the unmet
needs of NH residents.
Study Questions
This study was designed to address the following research
questions.
1. What are the prevalence of depressive symptoms and
the status of QoL dimensions of mobility, self-care, usual
activity, pain and discomfort, and anxiety/depression
among the elderly residents of NHs?
2. What is the status of the following QoL dimensions
among older adults in NHs: mobility, self-care, usual
activity, pain and discomfort, and anxiety/depression?
3. What is the relationship between depression and each
of theseQoLdimensions after controlling for age, gender,
and marital status?
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Methods
Study Design, Sample, and Setting
This article was prepared in accordance with Strengthening the
Reporting of Observational Studies in Epidemiology guidelines
(Von Elm et al., 2014). This cross-sectional study recruited a con-
venience sample of 155 participants fromNHresidents in Jordan.
Data collection was undertaken between March 15 and July 30,
2017. To establish trust and assist recruitment, the first author ar-
ranged a face-to-face presentation on the study before distributing
flyers about the study to each section in theNH.All potential par-
ticipantswere informed that participationwas voluntary.Apower
analysis using theG*Power program (Version 3.0.10) determined
that a sample size of 108 was needed to answer the study ques-
tions with an alpha level set at .05, a beta level set at .90, and an
effect size set tomedium. The samplewas composed of Jordanian
elderly individualswhowere currently residing in the largestNH
in Jordan (in Amman, the national capital). Although the target
NH is privately operated, an agreement with the government al-
lowsqualifiedolder adultswho lack social support andwhoexpe-
rience health or economic problems to apply to live in the facility.
Recruitment of Participants
Two of the researchers administered the questionnaires in a
standardized manner. The study was approved by the insti-
tutional review board under the Isra University Research
and Ethics Committee (Approval Number 1620/6/SJ). Partic-
ipants were required to meet the following criteria: (a) current
NH resident, (b) willing to participate and able to communi-
cate verbally, and (c) no significant cognitive impairment as
determined using the Arabic Mini-Mental State Examination
(AMMSE; Al-Rajeh, Ogunniyi, Awada, Daif, &Zaidan, 1999).
Furthermore, those known to experience terminal illnesses
were excluded from the study. Permission to access partici-
pants' medical files was also obtained from the residents,
staff, and directors at the NH.
Measures
The study used a survey composed of fourmajor sections, in-
cluding those listed hereinafter.
Sociodemographic and clinical questionnaires
The sociodemographic and clinical questionnairesweredeveloped
by the researchers based on previous studies. The sociodemo-
graphic section gathered data on participant age, gender, educa-
tion, marital status, height, and weight. The clinical information
was gathered from themedical files of participants and included
data on hypertension, diabetes mellitus, high cholesterol,
cardiac condition, stroke, and mental illness background.
Geriatric Depression Scale
Severity of depressive symptoms was assessed using the Geri-
atric Depression Scale (GDS). The GDS is a validated 15-item
scale with a demonstrated sensitivity of 85% and a specificity
of 74% for detecting depression (Herrmann et al., 1996) and
a Cronbach's alpha of .81 (Almeida&Almeida, 1999). Using
a yes/no response format, the GDS is designed to assess mood
during the immediately preceding 7-day period. Higher scores
on GDS indicate more severe depression. The cutoffs for GDS
used in this study were as follows: 0–5, normal; ≥ 5 to 9, in-
dicative of depression; and ≥ 10, indicative of continual de-
pression (Herrmann et al., 1996).
EuroQol five-dimensions, five-levels questionnaire
QoLwas evaluated using the EuroQol five-dimensions, five-levels
questionnaire (EQ-5D-5L), which consists of five questions with
five response categories (Brooks, Rabin, & de Charro, 2013).
Thequestions respectively evaluate thedomainsofmobility status,
self-care behaviors, usual activities, pain, andmental health status,
the latter of which includes anxiety/depression (Brooks et al.,
2013). This scale uses a Likert-scale response format with the fol-
lowing anchoring points: 0 = no problem, 1 = slight problem,
2 =moderate problem, 3 = severe problem, and 4 = extreme prob-
lem (Brooks et al., 2013).
EuroQol visual analogs
The EuroQol visual analog scale reports self-evaluated health
using a 100-point, 20-cm vertical, visual analog measure with
end points marked as, respectively, the best (100) and the
worst (0) health an individual is able to imagine (Brooks
et al., 2013). Scale data are used to quantify self-perceived
health status. In this study, the interviewers asked the partici-
pants to “mark an X symbol on the visual analog scale to
show how their health is TODAY” and then to write the cor-
responding score number in the box at the bottomof the scale.
If a discrepancywas found between the location of the symbol
X and the written number, this study used the number that
was written in the box.
Arabic Mini-Mental State Examination
In this study, cognitive impairment screening was assessed
using the AMMSE (Al-Rajeh et al., 1999), which is a 30-item
instrument with demonstrated validity and reliability that has
been used widely to assess cognitive functioning. AMMSE
has a score range of 0–30, with a score < 18 indicating severe
cognitive impairment, 18–23 indicating mild cognitive impair-
ment, and 24–30 indicating no cognitive impairment (Al-Rajeh
et al., 1999). Otherwise qualified participants who earned
an aggregate AMMSE score below 18 were excluded from
this study to ensure that the results would not be affected by
significant cognitive decline (Tombaugh & McIntyre, 1992).
Word list recall was used for participants with low educational
levels who were unable to perform AMMSE Item 9, “Please
read this and do what it says,” and AMMSE Item 10, “Make up
andwrite a sentence about anything” (Gavett&Horwitz, 2011).
Translation procedure and pilot testing
The translation method described by Sousa, Hartman,Miller,
and Carroll (2009) was used to translate the GDS and the
Depression in Nursing Homes VOL. 27, NO. 6, DECEMBER 2019
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EQ-5D-5L from English into Arabic. A panel of experts (three
clinical nurses, one doctor with a PhD in rehabilitation sci-
ence, two academics specializing in community nursing, and
two laypersons with a good command of both the Arabic
and English languages) translated the questionnaires (forward
and backward translation). The panel discussed the discrep-
ancies between the original versions of the questionnaires
and the translated versions, and the questionnaires were iter-
ated as necessary until consensus was reached. The survey
was then pilot tested with 10 participants from the targeted
NH facility who met the inclusion criteria to validate the fea-
sibility of the survey and estimate the appropriate time needed
for data collection. The final version of the survey was final-
ized based on the comments and suggestions of the panel and
pilot study participants. The data of these 10 participants were
excluded from the final report to avoid data contamination.
Data Collection
Before conducting the interviews, the main researcher ex-
plained in detail the aim of the study to the residents of the
NH. Three of the researchers approached the residents who
met the inclusion criteria, and those who agreed to partici-
pate were asked to sign a consent form. After the participants
had completed the surveys, the required clinical data were
copied from their medical files.
Rigor in Data Collection
In this study, the clinical data were abstracted directly from
participants' medical records. Thus, it was important to en-
gage three of the researchers in the data collection process,
two of whom had a nursing background and one of whom
had a medical background. This was important because ab-
straction of the data from the files of participants should be
conducted by someonewho is familiar with both the relevant
medical terms and the structure of the medical records to
avoid misinterpretation and enhance the validity of the data.
In addition, the abstraction process was observed via a table
that showed the predetermined variables that were relevant
to this study. Furthermore, having amedical or nursing back-
ground provides a thorough knowledge and awareness of
human ethics that is critical in those who have access tomed-
ical records to fully protect participants' rights. The qualifi-
cations of the study data abstractors helped ensure that
ethical requirements were fully upheld.
Operational Definitions
In line with similar scholarly research, elderly persons should
be defined in the context of functional ability in relation to the
workforce and the current political and economic situation
(Thane, 1978). Hence, old age was defined in this study
based on the age of retirement in Jordan, which is between
45 and 55 years for women and 55 and 65 years for men
(Al-Qudah, 2011). In this study, mobility was defined as
the ability to move in one's surroundings effectively and
without restrictions (World Health Organization, 1980);
self-care was defined as any activity that a person performs
after health-related needs arise with the intention of manag-
ing these needs (Webber, Guo, & Mann, 2013); usual activ-
ity was defined as activities of daily living that are practiced
independently without assistance (including eating, bathing,
dressing, toileting, walking, and continence; Covinsky et al.,
2003); pain was defined as any highly unpleasant feelings,
physical discomfort, or emotional discomfort that results from
illness or injury (Derbyshire, 1999); and anxiety was defined
as a diffuse feeling of worry and/or apprehension about
future events that is associatedwith uncertainty and helpless-
ness (Nolen-Hoeksema, 2004). Furthermore, education was
categorized into primary school or less (10 years of study
or equivalent) and secondary school or higher (more than
10 years of study or equivalent), and elderly care facility
was defined as a facility that provides care that fulfills the
special needs of the older adults in terms of accommodations
and assistance with day-to-day living (Al-Qudah, 2011).
Data Analysis
Statistical analyses were held using an SPSSVersion 24 (IBM,
Armonk, NY, USA). Internal consistency of the GDS in this
study was computed using the Cronbach's alpha (α = .69),
but not for the QoL EuroQol five-dimensions questionnaire
(EQ-5D), as this value does not provide useful information
about this instrument (Konerding, 2013). A score of ≥ 6
on the GDS was interpreted as indicating the presence of
some depressive symptoms (Herrmann et al., 1996). For the
EQ-5D-5L scale, each QoL dimension was clustered into two
levels: having no problem (0) and having a slight to extreme
problem (1). Descriptive statistics were obtained to summarize
the sociodemographic and clinical data of the study partici-
pants (Gerstman, 2008). A multivariate regression model
was used to predict the relationship between each of the
QoL dimensions (mobility, self-care, usual activities, pain,
and anxiety/depression) and depression after controlling for
the three sociodemographic characteristics of age, gender,
and education. A p value of < .05 was considered significant.
Results
Three hundred twenty residents were invited to participate in
this study, of which 200 (62.5%) completed the question-
naire. The AMMHS was used to screen for study eligibility,
and 45 residents were excluded after completion because
of moderate-to-severe cognitive impairment based on their
AMMSE score (< 18) and taking into consideration that
the mean (SD) of AMMSE was 24.1 (3.20; Table 1).
Therefore, 155 participants completed the study question-
naire. Four fifths (83.2%) of the participants were male, the
median age was 67 (range: 56–87) years, and over three
quarters (76.1%) were married. The highest educational
level of more than one third (34.8%) was primary school
(Table 1). In terms of the depression scores, as measured
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using the GDS, 90.3% scored > 5 and 72.3% of the partici-
pants scored in the 5–9 range, which is suggestive of depres-
sion and warrants follow-up for a comprehensive assessment.
Moreover, 18.1% of the participants scored ≥ 10 on the
GDS, which suggests a state of almost continual depression.
The median GDS score in this sample was 7 (range: 4–12,
maximum score: 15; Table 1).
In relation to the QoL dimensions assessed using the
EQ-5D, nearly two thirds (63.2%) reported problems with
mobility. The percentages of participants reporting problems
in the other four QoL dimensions were even higher, with the
largest number (84.5%) reporting problemswith pain (Table 1).
Depression as a Predictor of ProblemsWith
Quality of Life Dimensions
To examine for predictors of each of the QoL dimensions,
the same four variables were entered simultaneously into
each of the logistic regression models. Those who reported
problems with mobility were over three times more likely
to be older (AOR = 3.7, 95% CI [1.77, 7.94]) and twice as
likely (AOR = 2.78, 95% CI [1.18, 6.57]) to have high de-
pression scores (GDS score > 7), taking into account marital
status and level of education (Table 2).
In this study, depression was not found to predict problems
with self-care or with usual activities. However, those who re-
ported problems with pain were nearly six times (AOR = 5.81,
95%CI [2.14, 15.78])more likely to havehighdepression scores
(≥ 7). Similarly, those with anxiety/depression problems were
over four times (AOR = 4.75, 95%CI [1.87, 12.07])more likely
to have high depression scores. The variance explained for
each of the four regression models (Nagelkerke R2) and
model fits (Hosmer–Lemeshow test) are shown in Table 2.
Discussion
The principal purpose of this studywas to assess the prevalence
of depression and its association with the QoL dimensions of
mobility, self-care, pain and discomfort, usual activity, and
anxiety/depression. The sample was composed of Jordanian
residents of a largeNH.Most of the participantswere afflicted
by hypertension and diabetes, and only a fewhad some formof
mental illness. These results are consistent with national sta-
tistics that show hypertension and diabetes mellitus as highly
prevalent and asmain causes of disability among Jordanians (The
HighHealthCouncil, TheHashemiteKingdomof Jordan, 2015).
In addition, over two thirds of the participants in this
study experienced mild depression, and around a quarter re-
ported moderate-to-severe depressive symptoms, suggesting
poor mental health status. These results are consistent with
the “even higher scores” reported in Majdi et al. (2011), which
also found that around a quarter of their study participants had
experienced depression, and with a study conducted in Egypt
(Ahmed et al., 2014), which reported an overall depression rate
of around 30% among NH residents in Cairo. A possible expla-
nation for these results is that this sampleof Jordanianparticipants
reportedhigh levels of depressive symptomsbecauseof several fac-
tors, potentially in the physiological and/or social realms, which
complicated their psychological status and reduced self-perceived
QoL. The high number of participants experiencing various
comorbid conditions such as hypertension, diabetes, high
cholesterol, heart problems, cerebrovascular disease, and
psychiatric illness supports this supposition. Comorbidity
has been reported as a risk factor for depression and lower
QoL (Anand, 2015; Scocco & Nassuato, 2017). In addition,
other factors such as age,marital status, and educational level
may have impacted the relationship between depression and
QoL. For example, 10 years of schooling may have been a
protective factor that reduced the impact of depression on
TABLE 1.
Characteristics of Participants (N = 155)
Variable n %
Age (years;M, SD) 68.96 7.67
Range, median 56–87 67.00
Gender
Female 26 16.8
Male 129 83.2
Marital status
Single, widowed, divorced 37 23.9
Married 118 76.1
Highest educational level
Primary school or less (≤ 10 years) 54 34.8
Secondary school or more (> 10 years) 101 65.2
Associated medical conditionsa
Hypertension 106 68.4
Diabetes mellitus 102 65.8
High cholesterol 40 25.8
Cardiac condition 34 21.9
Stroke score (M, SD) 30 19.4
Mental illness 15 9.7
MMSE score (M, SD) 24.10 3.20
Range, median 4–12 25.00
18–23 (mild cognitive impairment) 65 41.9
24–30 (no cognitive impairment) 90 58.1
BMI (kg/m2;M, SD) 25.79 4.01
Range, median 17.3–38.8 25.00
Quality of life dimensions [EQ-5D]a
Problems with mobility 98 63.2
Problems with self-care 117 75.5
Problems with pain 131 84.5
Problems with usual activities 125 80.6
Problems with anxiety 127 81.9
GDS score (M, SD) 7.65 1.78
Range, median 4–12 7.00
Best health today (EQ-VAS;M, SD) 52.86 25.34
Range, median 0–100 55.00
Note.MMSE = Mini-Mental State Examination; BMI = body mass index;
EQ-5D = EuroQol five dimensions; GDS = Geriatric Depression Scale;
EQ-VAS = EuroQol visual analog scale.
aMultiple choice.
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the QoL among those who are < 67 years old and reported
being affected by pain and discomfort. Furthermore, being
unmarried may have decreased the effect of depression in
those who had problems with usual activities and anxiety/
depression. The literature on this issue is unclear, with some
studies confirming this effect and others rejecting it (Mielck,
Vogelmann,&Leidl, 2014). In addition, spiritual and cultural
factors were not measured in this study andmay have compli-
cated the depressive symptoms. To illustrate, most Arabs are
Muslims, and the spiritual and cultural orientation of
Muslims as well as the Qur'an forbid Muslims from sending
their older adults to geriatric care facilities. Islam mandates
that older people in the community, particularly parents, should
be treated with great respect (Holy Quran 17:23–24). Conse-
quently, sending older adults to NHs may represent unfulfilled
spiritual and cultural obligations, which in turn may elicit feel-
ings of despair (Al-Heeti, 2007).
Furthermore, this study found overall low levels for the
QoL dimensions among the participants. Anxiety/depression
and pain were the most prevalent problems, followed by self-
care and mobility, in decreasing order. This finding helps
confirm that the EQ-5D assesses different aspects of health
(Konerding, 2013). A likely explanation for these results is that
the participants were well supported in meeting their mobility
and self-care needs and that pain and anxiety/depression are
highly subjective issues that may be less visible to NH staff
and hence at a greater risk of being overlooked and untreated.
Finally, this study found a significant association between
depression and the three QoL dimensions of pain, anxiety/
depression, and mobility, which echoes similar findings in the
literature that linked pain (Blazer, 2003; Snowdon, 2010),
anxiety/depression (Ahmed et al., 2014; Blazer, 2003;
Creighton, Davison, & Kissane, 2017; Snowdon, 2010),
and mobility problems (Ahmed et al., 2014) with high levels
of depressive symptoms and subsequently lower, which in
turn lower QoL in NH residents (Scocco &Nassuato, 2017).
Early detection of depression will be critical to promoting
QoL in this sample of NH residents. The high proportion
of older adults in Jordan with depression symptoms and
functional disabilities is a concern that warrants routine as-
sessment by health professionals. Moreover, the influence
of depression on the three QoL dimensions of pain, anxiety/
TABLE 2.
Logistic Regressions of Participant Characteristics and Depression Associated
With Quality of Life Dimensions
EQ-5D/Variable Adjusted Odds Ratio 95% CI p
Model Summary
R2 x2 df p
Problems with mobility .175 7.94 6 .242
Age: ≥ 67 years 3.74 [1.77, 7.94] .001*
Marital status: Married 1.34 [0.59, 3.05] .480
Highest education level: Secondary school or higher 1.87 [0.86, 4.07] .115
GDS score: ≥ 7 2.78 [1.18, 6.57] .020*
Problems with self-care .057 4.25 7 .750
Age: ≥ 67 years 1.64 [0.75, 3.58] .251
Marital status: Married 2.01 [0.88, 4.57] .098
Highest education level: Secondary school or higher 1.45 [0.62, 3.38] .394
GDS score: ≥ 7 1.03 [0.44, 2.42] .940
Problems with pain/discomfort .236 6.14 7 .524
Age: ≥ 67 years 3.49 [1.18, 10.27] .024*
Marital status: Married 1.07 [0.34, 3.39] .909
Highest education level: Secondary school or higher 4.54 [1.60, 12.89] .004*
GDS score: ≥ 7 5.81 [2.14, 15.78] .001*
Problems with usual activities .081 4.89 7 .673
Age: ≥ 67 years 1.79 [0.76, 4.22] .180
Marital status: Married 2.63 [1.10, 6.28] .029*
Highest education level: Secondary school or higher 1.31 [0.51, 3.33] .576
GDS score: ≥ 7 1.14 [0.43, 2.97] .795
Problems with anxiety .159 11.56 8 .172
Age: ≥ 67 years 1.62 [0.64, 4.15] .311
Marital status: Married 2.73 [1.05, 7.10] .040*
Highest education level: Secondary school or higher 1.69 [0.61, 4.70] .314
GDS score: ≥ 7 4.75 [1.87, 12.07] .001*
Note. CI = confidence interval; EQ-5D = EuroQol five dimensions; GDS = Geriatric Depression Scale.
*p < .05.
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depression, and mobility problems in NH residents requires
further investigation. There is a need to raise awareness of
the prevalence of depression and of the low QoL among
NH residents to develop interventions and policies that im-
prove the QoL of NH residents. In addition, future studies
should explore spiritual and cultural issues to evaluate the
impact on depression and QoL of elderly Arabs.
Limitation of the Study
This study was affected by several limitations. First, the con-
venience sample used in this study may not be representative
of the general population of NH residents in Jordan. Second,
as most of the study participants were men, this imbalanced ratio
in favor ofmen precluded our comparing the impact of depressive
symptoms on the QoL dimensions by gender. However, as previ-
ouslymentioned, men outnumber women in all age groups in the
Jordanian population. Third, the cross-sectional design used in
this study did not allow inferences regarding direction of causality
between the study variables. Finally, this study did not examine
the interrater reliability for chart reviews, although this likely did
not reduce the precision of the data used, as all of the data abstrac-
tors both were familiar with the medical records and used a con-
sistent and precise table for the abstraction process. Because the
observedassociationsunderpinned its findings, the generalizability
of this study should be inferred with caution. Despite the above
limitations, the findings of this study are an important reference
that should inform health policymakers and healthcare providers
in Jordan regarding the mental health status and QoL of this
marginalized cohort.
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